A 60-year-old man who underwent colonoscopy was found to have a 2 cm sessile polyp that was located 10 cm from the anal verge and successfully removed. The polyp was a tubulovillous adenoma with focal high-grade dysplasia. A flexible sigmoidoscopy performed three months later, as well as a repeat colonoscopy one year after the initial colonoscopy, were both negative for recurrence.
A 60-year-old man who underwent colonoscopy was found to have a 2 cm sessile polyp that was located 10 cm from the anal verge and successfully removed. The polyp was a tubulovillous adenoma with focal high-grade dysplasia. A flexible sigmoidoscopy performed three months later, as well as a repeat colonoscopy one year after the initial colonoscopy, were both negative for recurrence.
A colonoscopy performed three years after the initial colonoscopy revealed a sessile polyp, 3 cm in size, at 10 cm from the anal verge. Biopsies were taken and reported to be fragments of a villous adenoma with low-grade dysplasia. Due to the previous high-grade dysplasia, relatively rapid recurrence and concern that a cancer may have been missed by sampling error, a pelvic magnetic resonance imaging (MRI) scan and an endoscopic ultrasound (EUS) were performed before definitive excision. The MRI revealed an invasive rectal mass involving the muscularis propria but without breach of the adventitia, consistent with a T2 rectal carcinoma ( Figure 1 ). No pelvic lymphadenopathy was detected. The EUS revealed a rectal mass involving the mucosa and submucosa, with no involvement of the mus- A case of a 60-year-old man with recurrent rectal villous adenoma is described. Preoperative staging with endoscopic ultrasound (EUS) and magnetic resonance imaging (MRI) revealed very discordant results. EUS showed a tumour present in the mucosa with no submucosal invasion, while MRI revealed invasion of the muscularis propria consistent with an invasive stage T2 carcinoma. Based on the MRI findings, the patient underwent a low anterior resection of the tumour. The surgical pathology specimen revealed a villous adenoma with lowgrade dysplasia but no carcinoma and no extension into the muscularis propria. The present case highlights the uncertainty that currently exists as to which imaging modality provides the greatest accuracy in the staging of rectal cancer and in guiding the type of surgical procedure performed. Two recent meta-analyses and a systematic review of the literature point to EUS as the imaging modality of choice for determining muscularis propria and perirectal tissue invasion, as well as nodal involvement. The patient underwent a low anterior resection and end-toend anastomosis with loop ileostomy. Pathology review of the resected rectosigmoid revealed a villous adenoma with lowgrade dyplasia. There was no evidence of muscularis propria invasion, and a total of five pericolic and two mesorectal lymph nodes were excised and deemed benign. The patient underwent ileostomy reversal five months later. He remains asymptomatic with no recurrence of tumours.
DisCUssion
Rectal cancer is the third most common malignancy in the western world, and is the second most common cause of cancer deaths (1, 2) . Surgical excision is the primary treatment modality and because local recurrence after resection is associated with a poor prognosis, much attention has been focused on determining the best diagnostic and treatment strategies to optimize local control of the primary tumour (3).
Surgical excision of rectal cancer consists of either transanal local excision, endoscopic microsurgery or total mesorectal excision. The stage of the tumour, based on the tumour, node, metastasis classification system (Table 1) , impacts heavily on prognosis and determines the type of surgical procedure performed (4,5). Transanal local excision or endoscopic microsurgery are considered for cancers staged at T1 or lower, while total mesorectal excision would be reserved for stages T2 and T3. Thus, accurate preoperative staging of rectal tumours is paramount in guiding the type of surgical procedure performed.
Computed tomography (CT), MRI and EUS have all been used to stage rectal tumours; however, controversy exists as to which diagnostic imaging modality provides the most accurate information. The diagnostic accuracy of these imaging techniques for assessing the depth of tumour invasion, spread to the mesorectal fascia and lymph node involvement has been compared extensively. The findings of the largest and most recent trials are discussed in the present article and are summarized in Table 2 .
A recent meta-analysis (6) found that EUS, when compared with MRI, overstaged muscularis propria invasion in T1 cancers, while CT and MRI each significantly understaged perirectal tissue invasion for tumours staged at T3 or greater. A second meta-analysis (7) found that EUS was also more effective at identifying nodal status than MRI and CT, although the finding was not statistically significant. Furthermore, only MRI was able to predict circumferential resection margins with accuracy.
Findings from other studies have contradicted these results. Kulinna et al (8) found that multislice CT was more sensitive and specific for delineating rectal wall invasion and perirectal lymph node spread than EUS. To add to the controversy, Chun et al (9) found that phased array 3 Tesla MRI and EUS were equally sensitive and specific for detecting invasion of the muscularis propria and lymph node involvement. However, there was evidence to suggest that EUS was more accurate at determining perirectal tissue invasion. Finally, a recent systematic review of the literature (10) found that EUS was more accurate than MRI at characterizing early localized rectal cancers while MRI was more useful in advanced disease because it provided a clearer definition of the mesorectum and fascia. The authors concluded that EUS and MRI have complementary roles in the assessment of tumour depth.
Taken together, the recent literature seems to indicate that EUS is the modality of choice for staging rectal cancer, although some limitations may exist. The advantages of this modality depend heavily on operator experience, and EUS may be less accurate than MRI in characterizing highly stenotic or proximal tumours and distant metastases (8) . On the other hand, advances such as three-dimensional EUS may improve accuracy, and EUS-guided fine-needle aspiration of lymph nodes may further 
Figure 2) Endoscopic ultrasound image of the rectal lesion (white arrowheads) involving the mucosa and submucosa, with no invasion of the muscularis propria (black arrows)
expand the role of this modality in rectal cancer staging. Indeed, EUS has been shown to be helpful in evaluating subepithelial masses and in detecting local tumour recurrence (11) . Although many studies have compared the accuracy of diagnostic imaging modalities for the staging of rectal cancer, it is difficult to draw definitive conclusions from the available literature. Manyw of the studies are small and vary in study design, patient population, imaging technique and results. Nevertheless, two recent well-conducted meta-analyses and a systematic review of the literature (6, 7, 10) point to EUS as the imaging modality of choice for determining muscularis propria and perirectal tissue invasion, as well as nodal involvement. EUS and MRI may play complementary roles, with EUS being most accurate for early localized cancers and MRI more useful in assessing advanced cancers (10) . In the situation of our patient, in which EUS and MRI reported markedly divergent clinical situations associated with differing prognostic outcomes (ie, noninvasive tumour versus invasive cancer), and given that neither imaging modality has 100% sensitivity and specificity, the patient elected to undergo surgical resection. Similar cases will require individual decision-making regarding risk-benefit and informed consent on the part of the patient. Kulinna et al (8) Chun et al (9) Lahaye et al (7) Circumferential resection margins 
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